Background: Sepsis is a common critical condition caused by the body's overwhelming response to certain infective agents. Many biomarkers, including the serum lactate level, have been used for sepsis diagnosis and guiding treatment. Recently, the Third International Consensus Definitions for Sepsis and Septic Shock (Sepsis-3) recommended the Sequential Organ Failure Assessment (SOFA) and the quick SOFA (qSOFA) rather than lactate for screening sepsis and assess prognosis. Here, we aim to explore and compare the prognostic accuracy of the lactate level, the SOFA score and the qSOFA score for mortality in septic patients using the public Medical Information Mart for Intensive Care III database (MIMIC III).
Background
Sepsis is a life-threatening complication of infection and characterized by physiologic, pathologic, and biochemical abnormalities [1, 2] . It is the tenth-most-common cause of death globally [3] and the most common cause of death in patients with infections, especially when sepsis is not identified and treated promptly. Early treatment of sepsis improves patients' mortality and outcome [1] .
Serum lactate level is a sensitive but nonspecific indicator of metabolic stress [4] . As a product of anaerobic glycolysis, lactate is increased during hypoxia, stress and many critical illnesses [5] . Recent research presents a positive association between higher levels of lactate and increased mortality [6] ; the higher the lactate level, the worse the outcome [7] . Different lactate thresholds have been recommended in some studies as an early aggressive resuscitation predictor [7] [8] [9] [10] [11] [12] . Based on this, early identification of elevated serum lactate levels can potentially lead to early identification of patients who are in danger of poor outcomes. Sequential Organ Failure Assessment (SOFA) [13] and quick SOFA (qSOFA) [1, 14] were designed to measure organ dysfunction in patients admitted to intensive care units (ICU). We further explored the prognostic accuracy of the serum lactate level, the SOFA and the qSOFA in predicting mortality in patients with sepsis.
Materials and methods

Data source
The data used in this study were collected from Medical Information Mart for Intensive Care III database version 1.4 (MIMIC III v1.4), a publicly available single-center critical care database. It includes information on 46,520 patients who were admitted to the ICU of Beth Israel Deaconess Medical Center in Boston, Massachusetts from 2001 to 2012 [15] . The database documents included charted events such as demographics, vital signs, laboratory tests, fluid balance and vital status. International Classification of Diseases, Ninth Revision (ICD-9) codes were also documented by hospital staff on patient discharge. Hourly physiologic data from bedside monitors validated by ICU nurses were recorded. Written evaluations of radiologic films by specialists covering in the corresponding time period were stored in the database. The documentation in the database was provided by clinicians, data scientists, information technology personnel and users [15, 16] . The project was approved by the institutional review boards of the Massachusetts Institute of Technology (MIT) and Beth Israel Deaconess Medical Center (BIDMC); there was no requirement for individual patient consent because unidentified health information of patients was used. The raw data were extracted using structure query language (SQL) with Navicat Premium version 12.0.28 and further processed with R software (version 3.4.3, CRAN). The code that supports the MIMIC-III documentation and website is publicly available, and contributions from the community of users are encouraged (https://github.com/ MIT-LCP/mimic-website). The codes used to generate the descriptive statistics are included in a notebook that is available at: https://github.com/MIT-LCP/mimic-iiipaper/ [15] .
Data extraction and management
We obtained the related information on patients who were diagnosed with "sepsis", "severe sepsis" and "septic shock" on discharge. A total of 3713 sepsis patients were included. Variables with missing data are common in the MIMIC III database. We excluded patients with missing data (patients without documented lactate or main laboratory tests including hemoglobin, albumin, WBC, bilirubin, BUN, potassium, sodium, bicarbonate, Cr, platelet analyzed in Table 2 in first 24 h from ICU admission were excluded) and patients less than 18 years of age, 1865 patients in our cohort finally met the inclusion criteria in our cohort. The detailed process of data extraction is shown in Fig. 1 . We collected the following data: baseline demographic information such as age, sex, weight, and ethnicity; clinical parameters including vital signs, hospital stay, ICU stay, and survival status; laboratory tests and scores on disease scoring systems including Sequential Organ Failure Assessment (SOFA) (Additional file 8: Table S1 ) [13] , quick SOFA (qSOFA) Additional file 9: Table S2 ) [1, 14] , and the Glasgow Coma Scale (GCS) [17] . We retrieved the SQL scripts from the github website (https://github.com/ MIT-LCP/mimic-code/tree/master/concepts/severityscores) and used them to calculate the severity scores. The SOFA, qSOFA and GCS scores of the patients were calculated based on the data obtained during the first 24 h of each patient's ICU's stay; the scores represent the worst scores during the first 24 h of ICU admission. The lactate level measured during the first 24 h of ICU admission was used in this study. If lactate was measured multiple times in the first 24 h, the average lactate level was used in our study.
Statistical analysis
Lactate was divided into two groups based on the cut-off value (3.225 mmol/L) which was determined by receiver operating characteristic (ROC) curve analysis [18] . Lactate group 1 included patients with lactate < 3.225 mmol/L, and lactate group 2 included patients with lactate ≥3.225 mmol/L. Other continuous variables were categorized and divided into groups of equal size based on the number of patients. Normally and non-normally distributed continuous variables were summarized as the mean ± SD and as the median with interquartile range (IQR), respectively. The Shapiro-Wilk test and the Kruskal Wallis test were used to assess significant differences. Categorical variables were assessed using chi-square test or Fisher's exact test. Kaplan-Meier curves were analysed using log-rank tests. The Cox regression model was used to analyse the independent effects of various parameters on 30-day mortality. All the analyses were conducted using R software (version 3.4.3, CRAN), SPSS software (v20.0; IBM, Armonk, NY), MedCalc Statistical Software (v15.2.2; MedCalc Software bvba, Ostend, Belgium) and PASS software (v15; NCSS Statistical Software, Kaysville, Utah, USA); a P values< 0.05 represents statistical significance.
Results
Baseline characteristics and outcomes
A total of 1865 sepsis patients are included in this study. The baseline characteristics, vital signs, laboratory parameters and outcomes of the patients are summarized in Table 1 . The lactate levels of patients in between lactate group 1 and lactate group 2 differ significantly (median 2.05 mmol/L vs. 4.95 mmol/L, p < 0.001). Patients with lower lactate have better outcomes (30-day mortality, 33.88% vs. 59.23%; 90-day mortality, 43.57% vs.67.81%; 1-year mortality, 51.46% vs. 71.39%; in-hospital mortality, 34.99% vs. 60.80%; overall mortality, 60.12% vs. 77.97%) and lower SOFA scores (median 7 vs. 11, p < 0.001), and a lower proportion of these patients have qSOFA scores of 2 or more points (84.48% vs. 91.99%). In our cohort, lactate levels show no correlation with severe sepsis rate (96.05% vs. 94.13%, p = 0.057). However, a higher proportion of patients with higher lactate levels have septic shock (63.29%vs. 70.24%, p = 0.002).
Lactate is an independent prognostic predictor in sepsis patients
Survival analysis was conducted to explore the impact of lactate on prognosis. Notably, patients in the lower lactate group had better short-term and long-term survival rates. Patients in the higher lactate group had increased 30-day, 90-day, 1-year and in-hospital mortality (Fig. 2) . Furthermore, we performed univariate analysis of baseline variables (age, sex, ethnicity, admission type, and ICU type) and laboratory tests (haemoglobin, albumin, WBC, bilirubin, BUN, potassium, sodium, bicarbonate, Cr, platelets, and lactate). Age, sex, admission type, ICU type, albumin, bilirubin, BUN, potassium, bicarbonate, Cr, platelets and lactate were analysed in the univariate analysis, and the factors significantly correlated with OS were adjusted for multivariate analysis. According to the results, lactate remained an independent prognostic factor for sepsis ( Table 2 Table S3 and Additional file  7: Table S4. SOFA is often used to evaluate organ dysfunction and is correlated with mortality [1] . Figure 3 illustrates the relationship between lactate and qSOFA/SOFA score (r = 0.084, p < 0.001; r = 0.430, p < 0.001, respectively) in patients with sepsis. Higher lactate levels correlate with higher qSOFA/SOFA scores.
Comparison of lactate to SOFA and qSOFA scores
The Sepsis-3 criteria recommended qSOFA based on its simple bedside criteria and its ability to facilitate prompt identification of suspected infectious adult patients who are likely to have poor outcomes [1] . Discrimination of 30-day mortality ( Fig. 4; Table 3 ), which was assessed by the AUROC, was significantly higher for lactate (AUROC, 0.664) than for qSOFA (AUROC, 0.547). The discriminative power of lactate was similar to that of SOFA (AUROC, 0.686). Moreover, the same trends were observed for 90-day mortality, hospital mortality and 1-year mortality ( Fig. 4; Table 3 ).
Next, we selected the cut-off values of lactate, qSOFA, SOFA that were highly sensitive and specific in predicting short-term and long-term mortality, through ROC Table 4 . The values of LR+/− were partiallly consistent with the results reported in a previous study [19] .
Discussion
Multiple studies have explored the association between lactate levels and prognosis in critically ill patients. Lower lactate levels, and even levels in the normal range, were reported to be related to lower severity of sepsis [12] . Wacharasint et al demonstrated that patients with lactate levels in the normal-range (between 1.4 and 2.3 mmol/L) had markedly increasing risk of organ failure and higher mortality compared with patients who had lactate levels less than 1.4 mmol/L in two cohorts [12] . Sepsis-3 recommended serum lactate level > 2 mmol/L as a major criterion for the clinically identification of septic shock [1] . A lactate concentration greater than 4 mmol/L was described as having a specificity of 96% in predicting hospital mortality in non-hypotensive patients [20] . A retrospective study that included 7155 ICU patients showed that a significant association between lactate concentration and increased hospital mortality was first detectable at the time weighted lactate concentration was greater than 0.75 mmol/L [7] . Lactate has also used to guide resuscitation efficacy [21] . At the same time, the use of qSOFA and SOFA has been endorsed by professional societies worldwide. Recently, Simpson raised concerns that reliance on qSOFA or SOFA criteria may lead to delayed diagnosis and intervention in cases of serious infection [22] . Furthermore, a systematic review and meta-analysis demonstrated that qSOFA was poorly sensitive and moderately specific for the risk of death [23] . Ho [24] found that qSOFA had modest mortality predictive ability in both septic and non-septic patients in a prospective study. When combined with lactate, qSOFA showed predictive ability comparable to that of SOFA. An observational cohort study that included patients with infection who were admitted in the emergency department demonstrated poor performance of qSOFA in predicting mortality [25] . Therefore, we compared mortality prediction by serum lactate to mortality prediction by SOFA and qSOFA. First, we found that lactate was positively associated with qSOFA/SOFA scores ( Fig. 3) and prognosis (Fig. 2) . Next, lactate was shown to be an independent prognostic predictor by Cox regression model analysis (Table 2) . Lactate showed superior prognostic accuracy for short-term and long-term mortality compared to qSOFA, and the predictive validity of lactate was similar to that of SOFA (Table 3 ). The AUROC of SOFA and of qSOFA combined with lactate was similar to the AUROC reported in a previous study in septic patients [24] . However, in our cohort, qSOFA showed a capacity to predict mortality in patients with an AUROC lower than that found in Ho's study [24] . qSOFA had far less sensitivity, but similar specificity to lactate and SOFA (Table 4) . Combining lactate with qSOFA yielded a predictive ability close to that of the SOFA score alone (Table 3) . Some studies revealed that the qSOFA score is associated with hospital mortality and that it present higher prognostic accuracy than the SIRS score in adults with suspected infection [14, 26] . The task force of Sepsis-3 suggested using qSOFA to assess organ dysfunction due to its convenience, rapid performance and repeatability. Lactate was not included as an indicator of illness severity. However, a recent study suggested that lactate reduction in the first day of ICU admission is correlated with improved outcome of septic patients regardless of the haemodynamic status [27] . Our study revealed that the sensitivity of qSOFA was low, although it showed relatively high specificity. Lactate testing is a simple, inexpensive, and reasonably sensitive tool for predicting mortality and is more stable than qSOFA when sedation is used. Lactate levels correlated significantly with the SOFA scores. This is consistent with existing studies [28] [29] [30] . High lactate can be considered a warning signal for organ dysfunction and is a signal for urgent medical intervention. In fact, high sensitivity may be superior to specificity in the context of fatal sepsis.
Although lactate was reported to guide resuscitation efficacy [21] , multicentre, randomized trials indicated that fluid resuscitation was not beneficial to septic shock patients with or without hyperlactataemia [31, 32] . Moreover, fluid resuscitation and lactate clearance might be harmful when hyperlactataemia is not caused by hypoperfusion [5] . However, high lactate levels should be interpreted in accordance with the patient's specific circumstances.
Our study has several limitations. This study is not prospective but retrospective. The inherent bias of retrospective studies could not be avoided. Lactate demonstrated low sensitivity and moderate specificity for shortand long-term mortality in septic patients. Lactate alone would not be a good predictive test of mortality. Approximately half of the adult sepsis patients in the database were excluded due to lack of laboratory testing; the significant number of excluded patients may affect our conclusion. In addition, because the data were collected from different types of ICUs, the heterogeneity of treatment further complicates the interpretation of the results. Previous studies have established that early lactate levels are associated with organ dysfunctions and mortality in the ICU and emergency departments [10, [33] [34] [35] . Delays in lactate measurement are correlated with increased mortality of septic patients [36] . However, in our cohort, the time that elapsed between the first lactate measurement and the onset of sepsis was inconsistent, and the time at which the patient's lactate was measured in the first 24 h was also inconsistent. Although we used the 24-h average lactate levels to eliminate the bias, the levels might be influenced by resuscitation of the patients, and the average lactate levels may not reflect the true resuscitation state of the patients. Additionally, interventions that might affect SOFA scores, qSOFA scores and prognosis were not included in the study, and lack of these data may affect the analysis. It is difficult to assess the impact of the change in the definition of sepsis on our results due to the de-identification process of the data in the database. Prospective studies need to be conducted, and better outcome predictors need to be further explored.
